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SUBJECT: Implementation Update #36: Changes to | mplementation Updates, Community Support
Service, Comprehensive Clinical Assessment, Training and CAP-MR/DD Endor sement

New Approach to Implementation Updates

The Divisions of Medical Assistance and Mental edDevelopmental Disabilities, and Substance Abuse
Services have been issuing joint memoranda lalzedétinplementation Updates” since January, 200Bhofigh
we have received a lot of positive feedback ondbismunication series, we have also heard tha¢ $he
Implementation Updates have not come out at regptaset intervals it can be difficult to know wherncheck for
new or updated information. We appreciate thiceomand have decided that as a general rule, iive wi
standardize the issuance of Implementation Updatdke first Monday of each month. This routin®lmation
date should assist Local Management Entities, gewsi consumers and families and other stakehalders
accessing this important information and will hé#lp better manage the pace of change. We will delyate
from this schedule in the event that we must comoat@ some unanticipated, time-sensitive infornmatio

Revised Community Support Definition

Over the past several months, there have been awiwties occurring regarding the Community Supppearvice
and its impact on the rest of the mh/dd/sa commgdgtvices. In addition to all the clinical postyment reviews,
DMA and DMH/DD/SAS conducted seven (7) Access toeClraining Sessions which clarified the role ohilal
Home, provided more understanding of person ceshtiiaking, modified the period during which Comnityn
Support could be delivered without prior authoii@mat and introduced the role of a ComprehensivaiCii
Assessment. The information gathered and revialueidg post payment reviews, the questions and camsn
received during the Access to Care Training, tieere of all the utilization and billing patterns cbmmunity
support and other mh/dd/sa services, in additidagslative mandates required in by the GenerakAtly in
Session Law 2007-323, Section 10.49 (ee), aredhis bf the revised Child and Adult Community Suppo




Service changesThe proposed changes to the Community Supportitefia for adults and
children/adolescents in Clinical Coverage Policy 8Ahanced Mental Health and Substance Abuse
Services, have been posted for public commehttat//www.ncdhhs.gov/dma/mp/proposedmp.hiihe
posting includes "track change" and "reading” cejgie well as a summary of changes made to the
definitions and the purpose for each change. Camsneill be accepted through December 11, 2007 at
dma.webmedpolicy@ncmail.neThe target date for implementation of the redidefinition is January

1, 2008.

Community Support Billing Changes
As required by Session Law 2007-323, Section 1(e4} effective December 1, 2007, Community
Support Services billed with date of service effecDecember 1, 2007 will require additional moeli§
to identify units of service provided by the Quiaif Professional (QP) and the Non-Qualified
Professional (non-QP) staff persons. Communitgriréntion Services (CIS) providers with provider
type 112 and Specialties 116 and 118 will be reqglio bill a secondary modifier on the claim
submission for:

HO0036 HA — Community Support Child

HO0036 HB — Community Support Adult

H0036 HQ — Community Support Group
The identified modifiers for use are as follows:

Modifier U3 will be used as the secondary modifeerdentify a service rendered by a Qualified

Professional (QP).

Modifier U4 will be used as a secondary modifierdentify a service rendered by a non-Qualified

Professional (non-QP).

CMS-1500 Claim Examples:
These examples are for illustration purposes oAlgtual codes billed should reflect who renderezlghrvices.
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Refer to the November, 2007 Medicaid Bulletin fortfier guidance and information regarding the dgeemodifiers.

Billing for Community Support Services

When DMA or a Local Management Entity (LME) sannsoa provider through actions such as withdrawing
endorsement, terminating a provider number, plaaipgovider on suspension or placing the provicepayment
withhold, the provider magiot shift billing to another provider number or requasother provider to bill on their
behalf. Authorization and billing is assigned tepecific provider number, is site specific an@radicated on the
assumption that the site is responsible for thevelgl and accountability of the services rendened lailled.

These kinds of “alternative” billing actions wilelzonsidered acts of fraud since they seek to dteigrescribed
sanctions. Any such activity will be referred fovestigation and constitutes a violation of the Bigrovider
enrollment agreement, on the part of both the pglenéeeking to avoid the sanctions and any ottwiger that
may be involved in the alternative billing scheme.

Comprehensive Clinical Assessment

We have received numerous questions about theidnrand requirements for a comprehensive clinisaeasment
in person centered planning. A “comprehensive cdihissessment” is not a service definition; raitisran
intensive clinical and functional face-to-face exalon of an individual's presenting mental headtbyelopmental
disability, and/or substance abuse condition thslts in the issuance of a written report, prangdhe clinical
basis for the development of the Introductory PeiGentered Plan (PCP), the Complete PCP, or thicegrlan




when a PCP is not required. This written repom atsludes recommendations for services, suppant/or
treatment. Through a comprehensive clinical assesssrthe information essential to formulating egdiasis and
plan of treatment is gathered.

A comprehensive assessment can be billed throwghiety of evaluation and assessment procedurescode
including, but not limited to:

Diagnostic Assessment (performed according teéneice definition): T1023
Evaluation/Intake: 90801, 90802

Assessment: HO0001, HO031

Evaluation & Management (E/M) Codes

State Substance Abuse Assessment: YP830 (nockddiillable)

The elements listed below for a comprehensiveadirassessment are accepted by our Divisions atingdiee
standards for an initial professional assessmdrd.plirpose of the comprehensive clinical assesssemprovide
the Qualified Professional with the necessary dathrecommendations to perform the analysis antthegis of
this information in the development of the PCP wtiith consumer. A comprehensive clinical assessoftars an
opinion as to whether the consumer is appropra@tarid can benefit from mental health, developmenta
disabilities, and/or substance abuse serviceslsdtevaluates the consumer’s level of readined srantivation to
engage in treatment and, for individuals with sabsé abuse conditions, recommends a level of placeunsing
the American Society of Addiction Medicine (ASAMYi@ria. For individuals with developmental didilss it
provides a basis for identifying the comprehensime/ice and support needs of the consumer.

For some individuals being evaluated for memberghiptarget population (applicable to state-fundexsumers
only), certain diagnostic tools specified by DMH/[HAS must also be utilized and become a part ofitie used
to develop the PCP. For example, the SUDDS-IV, A85ASSI-3 are required for specific substanaesakiarget
populations, or intellectual and adaptive functimpassessments are required for persons with gevelatal
disabilities. In these cases, the Qualified Pradesd completing the PCP may be analyzing the tefpom the
professional who performed the comprehensive @lrassessment as well as the report from the pkygisbwho
completed the psychological testing. The ServiceoR¥s Manual
(http://www.ncdhhs.gov/mhddsas/statspublications(ratsiorms/aps/apsm_serv-record-manual-10-0Y.pdf
provides a detailed discussion of service-speaggessment tools. For such specialized testsdortsidered a
comprehensive clinical assessment, the report cwngain all the elements listed below.

An assessment completed at a State Operated ¥aaititfulfill the requirements of a comprehensiligical
assessment if it contains all of the required efemdf there have been changes in the clinical presentaf the
consumer since the completion of the State Opefededity’s assessment, an additional assessmenbma
needed.

The format of a comprehensive clinical assessnsetiétermined by the individual provider based @ndlmical
presentation. Although a comprehensive clinicakasment does not have a designated format, thesassnt (or
collective assessments) used must include thesiitpelements:

A. a chronological general health and behavioealth history (including mental health and substaatnuse)
of the consumer’s symptoms, treatment, treatmesptorgse and attitudes about treatment over time,
emphasizing factors that have contributed to oibited previous recovery efforts;

B. biological, psychological, familial, social,\@dopmental and environmental dimensions whichtifles
strengths, weaknesses, risks, and protective fatt@ach area;

C. a description of the presenting problems, idiclg source of distress, precipitating events, cased
problems or symptoms, recent progressions, anérmumedications;

D. a strengths/protective factors/problem summérnclvaddresses risk of harm, functional status, co-
morbidity, recovery environment (MH/SA), and treatmhand recovery history (MH/SA);



E. a strengths-based assessment that identifieotiseimer/family functional strengths includingurat and
informal supports, preferences, needs, and cultlivelsity issues;

F. evidence of consumer/legally responsible pesspatticipation in the assessment;
G. recommendation regarding target populationligy (state-funded services only);
H. an analysis and interpretation of the assessimfamtmation with an appropriate case formulation;

l. diagnoses on all five (5) axes of DSM-1V; and

J. recommendations for additional assessmentdcesysupport, or treatment based on the resuttseof
comprehensive clinical assessment.

Appendix a gives further detail about how a comprehensivaadi assessment may be tailored to best meet the
needs of the population served.

Training

In July 2006, we communicated through Implementatipdate # 10 the courses required to satisfyréieimng
requirements for the service definitions. Thenirag requirements for Community Support, Mobiles@riand
Intensive In-Home Services have indicated thatriieing must be delivered by “DMH/DD/SAS endorsed
trainers.” Similarly, Assertive Community Treatmidieam (ACTT) has required training be receivedrftbe
Evidenced Based Practices Center of SoutheasteECAHA\fter careful thought and analysis, we haveaesd
these requirements as well as the requirementdimers to hold a master’s degree or higher inra@erovide the
training. The specific training requirements fack service definition are outlinedAppendix B.

It is our belief that implementing these changdkallow greater flexibility within provider agenes to train staff
and build internal capacity, as well as offer rediecess to trainers. While the requirement teeheaining
delivered by endorsed trainers has been elimin#ttedservice definition specific training mustlstié delivered
based upon the minimal required training elemepgsaved by our Divisions. DMH/DD/SAS has developed
implemented a clinical skills training web pageMw.ncdhhs.gov/mhddsasOn this web page are the required
training elements for Community Support, Mobilesi¥iand Intensive In-Home Services, along withgmé post
tests and evaluation templates. These elements deeused to develop the full training currictdaneet the
hourly requirements for each service definitiomovRders may choose to develop their own curricutardevelop
internal capacity but the curriculum must be basethe minimal required training elements postethenveb
page listed above. The information necessaryfey &iCTT training from the SAMHSA ACTT Toolkit anthe
NAMI PACT Manual also is included on this website.

Additionally, listed on the website is information the trainers who had previously been endorsedaide these
trainings. We encourage but will not require prevgito use formerly endorsed trainers, the Behavidealthcare
Resource Program at the UNC School of Social Wibikk NC Evidence Based Practice Center at Southern
Regional AHEC, and other entities with previousexignce in training for these services to condtretiri the
trainer” classes for any other trainers that thejoler may choose use to train their staff in therfe.

Provider agencies will continue to have resporigjdibr maintaining documentation to verify thaathas
completed the required training. All staff thabyide services must receive required training itoadance with
the timeframes outlined in the service definitisnaathin 90 days of employment, which ever occunst f
Individual staff who deliver multiple services omiged to take a course that may be required fonddtiple
service definitions only one time to fulfill theqaisites for all definitions. For example, a persdio provides
both Community Support and Community Support Teasdronly take one 6 hour Person Centered Thinking
course to fulfill the 6 hour requirement for eadiiition. The service definition specific traigimust be taken
for each service the individual delivers. Trainneguired for other purposes — such as NCI, CR&,did — may
not be counted toward any of the optional trairiingrs outlined in the attachment. Up to threerfiofi optional
training may be delivered via web-based learnirggams if the web-based training includes a pastteeverify
understanding of the materials and the programigeswdocumentation of completion. Documentation of
completion consists of a certificate of completiodicating the name and date of the training ardenaf trainer



along with the number of contact hours receivete ihdividual who received the training should hhigeor her
name on the certificate and a copy of the certéichould be retained in the personnel file fopatsion during

audits.

DMH/DD/SAS has developed a dedicated an email addiereceive questions regarding training. Pleasa!
DMH.training@ncmail.newith all questions regarding service definitioaiting.

CAP-MR/DD Endorsement Clarification

There have been a number of questions regardingpibiecation of Implementation Update #33: Full Breement
of Providers to providers of CAP-MR/DD services.e Wope the following clarification is helpful:

CAP-MR/DD providers that were enrolled with DMA poovide CAP-MR/DD services prior to the August
1, 2006 CAP-MR/DD “endorsement window” will not bequired to complete the full endorsement
process. These providers were required to sigMémaorandum of Agreement (MOA) and provide proof
of insurance during the transition to endorsement.

Providers that were enrolled to provide CAP-MR/Ddvices between August 1, 2006 and October 1,
2007 were also required to sign the MOA and proypiaf of insurance. No additional action is neeeg
by these providers.

Any provider that was not enrolled with DMA to pideg CAP-MR/DD services on or before October 1,
2007 must complete the endorsement process indeooce with the procedures outlined in the Provider
Endorsement Policy, section #10, CAP-MR/DD.

Any CAP-MR/DD provider that wishes to add a newgss to their enrollment must be reviewed against
the service definition check sheet in order to hhet service added to the list of CAP-MR/DD seggic
they are authorized to provide.

Please contact us @bntactDMH@ncmail.naf you have questions regarding this Implementatipdate.

Appendices

CC:
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Appendix A

Comprehensive Clinical Assessment by Population

The guidance below is specific to the consumer |adjom being served.

Servicesfor Children

In the case of children/youth and their familié® tomprehensive clinical assessment should:

* address the prior existence and work of the Chittileamily Team (CFT).

« if the family is new to services, recommend memloétbie Child and Family Team that the family and
Qualified Professional will convene.

« assess the strengths of the child/youth and tagiily. Consider utilizing a strength-based asseasme
tool. For more information on Strength-Based Assests go to:
http://www.ncdhhs.gov/mhddsas/childandfamily/inadew.htm

» utilize information such as reports from psychotaditesting and/or Individualized Education Plans.

Recommendations for services from the comprehem$ivieal assessment are considered by the CFpdmson-
centered planning. The assessment of strengtiiglpsonecessary information from which the Child &amily
Team can begin their work.

Adult Mental Health

For all adults with a diagnosis of a major meritakss, the assessment should identify the clirdealices
appropriate to treat the diagnosed condition. Esessment should incorporate principles of edutatiellness
and recovery, empowerment in developing an int@eddent partnership with the consumer during thgrabstic
process. The assessment should also identify whisthie is a need for additional evaluations such a
psychological testing, psychiatric evaluation, nsation evaluation, or additional assessments tatiigepotential
co-occurring diagnoses. Upon the completion ofctraprehensive clinical assessment process, theatlin
practitioner(s) should work directly with the cliai home provider in the development of the PCRBéovices,
natural supports, and crisis prevention activititselated to wellness management.

Developmental Disabilities Services

A comprehensive clinical assessment supports trsmpeentered planning process for individuals with
developmental disabilities. In many cases, pergotisa developmental disability have multiple digidies and
present with complex profiles that necessitate eersomprehensive approach to addressing their n8eu=e
developmental disabilities are life long conditiptiee focus of the comprehensive clinical assestimem
identifying the person’s current functioning statumsl identifying needed supports to help the peastieve and
maintain maximum independence. Such an approaeh offjuires a variety of clinical assessments, (e.g.
intellectual assessment, psychiatric assessmeygigah evaluation, educational/vocational assessnaiOT
evaluation). It should also be noted that the @&sgest is not a one-time event. A person with a ldgveental
disability may require periodic assessments tordete their ongoing needs.

Substance Abuse Services

The information gathered in the comprehensive @ihassessment should be utilized to determine the
appropriate level of care using the ASAM PatieicBment -2 as a clinical guide. The ASAM levetarfe
recommendation should be included in the dispositiothe comprehensive clinical assessment.



Appendix B

Service Definitions Training Requirements

Service Definition

Requirement in Service
Definition

Courses Which Satisfy Training Requirements

Community Support — Adults
and Children/Adolescents
(MH/SA)

20 hours to include servic
definition-specific and
crisis response.

en

6 hours service definition training

3 hours — crisis response

6 hours Person Centered Thinking

QP staff responsible for PCP development: 3 heur
“PCP Instructional Elements.”

2-5 hours in other topics related to service and
population(s) being served

Community Support Team
(CST) (MH/SA)

20 hours including service
definition-specific and
crisis management.

h

6 hours service definition training

3 hours — crisis response

6 hours Person Centered Thinking

QP staff responsible for PCP development: 3 heur|
“PCP Instructional Elements.”

2-5 hours in other topics related to service and
population(s) being served

Mobile Crisis Management
(MH/DD/SA)

20 hours in appropriate
crisis intervention
strategies.

6 hours service definition training

6 hours Person Centered Thinking

8 hours in other content areas to achieve twentyshg
of training in crisis intervention strategies. Stir
Responder Crisis Toolkit training is highly
recommended.
http://behavioralhealthcareinstitute.org/

Intensive In-Home Services

“...the intensive training

12 hours service definition training

6 hours Person Centered Thinking

3 hours — “PCP Instructional Elements.”

2-5 hours in other content areas related to
children/adolescents. Crisis response training is
highly recommended.

Assertive Community
Treatment Team (ACTT). Alsc
Toolkit

This will be defined as the
b choices outlined in the

Implementation Update #

(?) and as described on

DHM/DD/SA training

web page.

DMH/DD/SAS approved service definition specific
training.
http://www.ncebpcenter.org/home.htm

6 hours Person Centered Thinking

QP staff responsible for PCP development: 3 heur
“PCP Instructional Elements.”

Additional training in other content options is
encouraged.

Substance Abuse Intensive
Outpatient Program

6 hours Person Centered Thinking

QP staff responsible for PCP development: 3 heur
“PCP Instructional Elements.”

Additional training in other content options congmti
with the goals of ASAM is encouraged.

Substance Abuse
Comprehensive Outpatient
Treatment Program

6 hours Person Centered Thinking

QP staff responsible for PCP development: 3 heur
“PCP Instructional Elements.”

Additional training in other content options congnti
with the goals of ASAM is encouraged.

Diagnostic/Assessment
(MH/DD/SA)

6 hours Person Centered Thinking.

Highly recommended: 6 hours service definitionrtirag

Requirement in Service

Courses Which Satisfy Training Requirements




Service Definition

Definition

Multi-Systemic Therapy (MST

MST required training

MST specific required training: MST introductory
training, quarterly training; minimum of one (1)uro
of group supervision and one (1) hour of phone
consultation per week.

6 hours Person Centered Thinking

QP staff responsible for PCP development: 3 heur|
“PCP Instructional Elements.”

Psychosocial Rehabilitation

6 hours Person Centered Thinking

Child and Adolescent Day
Treatment (MH/SA)

6 hours Person Centered Thinking
QP staff responsible for PCP development: 3 heur|
“PCP Instructional Elements.”

Partial Hospitalization

6 hours Person Centered Thinking

Professional Treatment
Services in Facility-Based
Crisis Programs

6 hours Person Centered Thinking

Non-Medical Community
Residential Treatment

6 hours Person Centered Thinking
Highly recommended: 6 hour training covering all
substance abuse residential service definitions

Medically Monitored
Community Residential
Treatment

6 hours Person Centered Thinking
Highly recommended: 6 hour training covering all
substance abuse residential service definitions

Medically Supervised or
ADATC Detoxification/Crisis
Stabilization

6 hours Person Centered Thinking
Highly recommended: 6 hour training covering all
substance abuse residential service definitions

Ambulatory Detoxification

6 hours Person Centered Thinking
Highly recommended: 6 hour training covering all
substance abuse residential service definitions

Social Setting Detoxification

6 hours Person Centered Thinking
Highly recommended: 6 hour training covering all
substance abuse residential service definitions

Non-Hospital Medical
Detoxification

6 hours Person Centered Thinking
Highly recommended: 6 hour training covering all
substance abuse residential service definitions

Targeted Case Management f
DD

6 hours Person Centered Thinking
3 hours — “PCP Instructional Elements




